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Editorial Comment 


Isolation .\ GikkEK physician at the time 
of Aristotle asked: “Why are 

those taken by phthisis, who are brouglit 
in contact with the sufferer, and not 
taken by such diseases as dropsy, fever 
and appoplexy, however close the contact 
with sufferers from this disease may be?” 
Phthisis, continues this physician, is 
obviously infectious beeause it spoils the 
tir and makes dangerous, thus 
others become infected. That such views 
as these were generally prevalant at that 
time may be gathered from a speech joy 
Isocrates, who the claim of 
client to inherit: his father’s 
the fact that he had nursed him whilst 
suffering from  phthisis, although his 
friends had dissuaded him, saving that 
most of Who nurse 
themselves succumb to it. 


his 
estate on 


based 


those this disease 
Galen clearly 
held that phthisis was an infectious pro- 
cess, and that it was dangerous to live 
With those who suffered from it. 

So we see that the infectious nature of 
tuberculosis known for more 
than 2000 vears, vet today, only seven 
of our 4S states have adequate laws tend- 
ing toward the control of the disease. In 
some of our largest states, from four to 
six thousand people die annually of tuber- 
cilosis. If this number of deaths were 
due, for instance, to small pox each year, 
we would he horrified. The general public 
would demand protection. This problem 
of tuberculosis control is one that ean 


has heen 
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“The most important factor in diagnosis in 
the majority of cases of pulmonary tubercu- 
losis is keeping the disease in mind."* 


Lawrason Brown, M. D. 


he handled only when the proper legal 
machinery is set up—to the end that 
each tuberculous individual whose spu- 
tum contains tubercle bacilli, be isolated, 
Cc. M. 


Pulmonary Abscess 
in Children 


PULMONARY abscess 
is more frequent in 
the child) than the 
sporadic reports seem to indicate. Ana- 
tomic statistical data point to an apalling 
frequency. 

The most frequent cause of pulmonary 
abscess in the child is pneumonia. The 
possibility for an abscess, gangrenous or 
otherwise, is always given in lobar pneu- 
moniaas well as in bronchial pneumonia, 
but a complexity of conditions seems to 
be necessary to bring it about. 

In childhood, necrotic inflammations of 
the buccal cavity and upper air passages, 
as Well as operative interventions on 
these parts, seems to play a special role. 
We find after severe 
stomatitis, after rhinitis with profuse se- 
cretion, and especially after tonsillec- 
tomies, 


causes described 


Multiple hematogenic abscesses have 
heen deseribed following osteomyelitis, 
various skin suppurations, typhoid fever, 
etc. Pulmonary abscess is not uncommon 
following acute diseases of childhood, 
especially measles, whooping cough and 
scarlet fever. The inhalation of foreign 
bodies is also a frequent cause of pul- 
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monary abscess. 

The diagnosis of pulmonary abscess in 
children is more difficult than in the 
adult, since typical symptoms, especially 
the characteristic sputum, are absent. An 
offensive breath may be an important 
clue. Physical findings are often negative, 
especially when the abscess is central. In 
most instances the x-ray must be resorted 
to to confirm the diagnosis. 


M. H. 
Sources of TUBERCLE bacilli has 
Infection often been said to be a strict 


parasite, not found outside of 
animal body, except in places contam- 
inated by the morbid products of man 
and animals. 

Man is the chief source of danger to 
man, and the sputum of the tuberculous 
individual plays the most important part 
in the dissemination of the bacilli. It has 
been estimated from a series of counts 
that a fairly well advanced tuberculosis 
patient expectorates from one and one- 
half to four and one-half billion bacilli 
in 24 hours. It is therefore evident that 
a single tuberculous patient who is care- 
less in his habits may be the means of 
endangering many people. Rooms which 
have been occupied by tuberculous in- 
dividuals may retain virulent bacilli for 
at least six weeks, 

It must be remembered that the tuber- 
cle bacilli must have moisture in order 
to survive. It has been shown that a tu- 
bereulous individual in the act of sneez- 
ing will spray many small droplets of 
sputum containing innumerable bacilli, 
and that these droplets will remain sus- 
pended in the air in the moist state from 
one to two hours. 

Another method of dissemination is 
through the habit of expectorating into 
handkerchiefs, which soil the pocket into 
which they are placed. Hands soiled with 
sputum also help the spread of infection. 

Another source of infection is from the 
bovine type. However, since the Pasteuri- 
zation of milk has become widespread, the 
danger from this source has been greatly 
minimized. 


APRIL 


Since the main source of infection j 
from the open case of pulmonary tube. 
culosis, our only hope of control \ 
through the control of this open case, 

C. M. H, 


An RECENTLY, there have come ty 
Invitation our attention various criti. 

cisms of the subject matte 
beliefs and theories as expressed in th 
articles published in this journal. We 
wish to state here that the sentiment 
expressed in the papers published iy 
DISEASES OF TILE CHEST in no way reflee 
the personal sentiments of the editorial 
staff or the editorial policy of the jouw. 
nal. 

DISEASES OF THE CHEST has and will 
maintain the policy of printing any ani 
all sides of any question pertaining to 
chest diseases and related subjects. We 
Wish to extend here, in these columns, an 
invitation to any one who disagrees with 
the subject matter printed in Drtsgasgs 
OF THE CHEST to send in a paper present: 
ing the opposite side of the question. We 


shall be happy to publish it. L. B. K. 
Childhood THE STEADILY accumulat- 
Tuberculosis jing evidence that the adult 


type of tuberculosis can 
and does develop endogenously from the 
childhood type lends emphasis to the 
pediatric phase of the problem. The fre 
quency of tuberculous infection in child: 
ren, as shown by the percentage of posi- 
tive reactors to tuberculin tests in various 
surveys in this country, has averaged 
roughly 15 per cent of all children up 
to fifteen years of age. 

The lessons which may well be applied 
to routine practice may be stated as fol 
lows: First, a wider use of the tuberculin 
test in diagnosis is advisable. Certainly 
every child giving a history of a home 
contact with tuberculosis should be tested. 
Any child with an unexplained fever or 
with a subnormal weight gain deserves 4 
tuberculin test. Indeed, a Mantoux tesi 
may well be made a routine procedure in 
hospital and private practice. Second, 
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every positive reactor’s home, and sur- 
roundings should be investigated for the 
source of infection. The positive reactor 
should also have an x-ray of the chest, 
and the interpretation of this plate should 
be made by a physician adequately trained 
in the x-ray diagnosis of tuberculosis. 
And third, every case in whom a primary 
tuberculosis complex has been diagnosed, 
merits an adequate medical follow-up 
with proper hygienic and dietary super- 
vision; and examinations at intervals 
frequent enough to assure the detention 
of any developing adult type of dissemin- 
ating lesion early enough to establish ef- 
fective special therapy. Fourth, the fol- 
low-up of any contact in the family whose 
sputum is positive with the view of isolat- 
ing the open responsible case. C. M. H. 


Tuberculosis 
in the Negro 


A FEW years ago it was 
said that when the negro 
develops tuberculosis, the 
victim rarely remained alive. The mor- 
tality is still much greater than among 
the whites. The medical profession of 
the South is almost unanimous in the 
opinion that in the Negro’s condition of 
slavery, tuberculosis was not so common 
unong them as now. 

While tuberculosis exists as such a 
scourge among Negroes, it is plain that 
the white population is benefitted when 
the disease is checked in the Negro, for 
these people serve in the households of 
the whites, 

Statistics in cities in both the North 
und the South cannot but carry their 
lessons. Since the tendency of the Negro 
is toward the congested district, the sta- 
tisties concerning him are fuller and 
more reliable than for any of the other 
dark-skinned races except the Indian, 
who, like a Government Note, must be 
accounted for by the Government, but 
who, for manifest reasons is not so avail- 
able for comparison as the Negro. 

That tuberculosis among the negroes 
is receiving more and more attention an- 
nually can be shown by the increased 
lumber of beds for Negro tuberculosis 
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being established; the training of Negro 
physicians for tuberculosis work, and the 
establishment of health weeks for the 
Negro. 
That there is much yet to be accom- 
plished ; one needs but to study the large 
death rate per hundred thousand still 
existing in the case of the negro. It still 
remains approximately three times that 
of the white race. Cc. M. H. 


The Third 7UE THIRD annual meet- 
Annual Meeting ing of the Federation of 
American Sanatoria will 
be held in Atlantie City during the meet- 
ing of the American Medical Association. 
The Ritz-Carlton Hotel will be the head- 
quarters for the Federation. Dr. Frank 
W. Burge of Philadelphia is chairman of 
the committee on Arrangements. A more 
complete description of the plans and 
arrangements will appear in the May 
issue. We would suggest, however, that 
you make your reservations at the Ritz- 
Carlton at Atlantic City as early as pos- 
sible. Many have already made their 
reservations. Cc. M. H. 


Medical THE SEASON most suited to the 
Meeting holding of medical conventions 
Season will soon be at hand. These 


meetings will consist of district, 
state, sectional and national gatherings, 
and the programs at each and all of them 
will be quite worth while. So widespread 
in their distribution are these meetings 
that it is not probable that there are maay 
physicians in the United States who are 
not located conveniently to one or more 
of them. 

The conscientious physician will take 
advantage of every opportunity to better 
fit himself for the duties of his profes- 
sion, and to us it seems that there are 
few better ways to do this than the at- 
tendance upon medical meetings and giv- 
ing careful attention to the programs 
which are usually so well presented. 

Every man in the practice of medicine 
should keep these meetings in mind and 
attend one or more of them the coming 
spring and summer. R. B. H., SR. 
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Rest Therapy in Pulmonary 
Tuberculosis 


(GiALEN, Whe horn 130 
years after Christ, employed 
rest therapy for the treatment 
of his tuberculous patients, 
and it remains the time-proved method 
of treatment upon which we still depend. 

With the addition of pneumothorax and 
other surgical aids to make rest of the 


Wills 


diseased area more effective, an era of 
increased interest in the treatment of pul- 
monary tuberculosis began. When the 
surgeon became actively allied with the 
internist in the care of these patients, a 
more aggressive treatment was instituted, 
Over enthusiasm resulted, however, in 
many operations that proved to be ill 
widvised; not only were they not helpful, 
but some were distinetly harmful. A few 
years ago a large municipal hospital re- 
ported that phrenicectomies were being 
done on practically all patients entering 
the hospital. 

At present there are those advocating 
pneumothorax for minimal cases with a 
view to permitting the patient to con- 
tinue at work. There are to be found in 
our medical journals reports of the treat- 
ment of bilateral cavity tuberculosis by 
inewns Of bilateral pneumothorax in am- 
bulatory patients. Other writers vigor- 
ously condemn the use of surgical treat- 
ment until films show that 
vress cannot be expected by strict bed- 


serial pro- 
rest. 

With a disregard of the importance 
of segregation as a means of checking 
the spread of the disease, much has been 
written to encourage the family physician 
lo carry on treatment’, which 
usually must be done without the facili- 
ties considered necessary for good work 


“home 


by the internist who specializes in’ the 
care and treatment of the tuberculous. 

These divergent opinions serve to con- 
fuse both the patient and his physician, 
and make advisable a review of our var- 
ious therapeutic procedures, about the 
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APRIL. 


BY indications and the limitations 


of which we are gradually 
learning more. 

The axiom that “the repair 
of the diseased tissue is best furthered 
hy complete rest of the diseased part”, 
ix just as true today as it was when sur. 
first called our attention to its 
application in the treatment of pulmon- 
ary tuberculosis by their success in the 
treatment of bone and joint manifesta- 
tions of the disease. 


Leons 


The question that now confronts us is: 
Have we arrived at a period in the treat. 
ment of pulmonary tuberculosis where 
by means of surgical procedures we can 
safely immobilize the affected lung, and 
obtain a satisfactory cure, while the pa- 
tient remains mobile and carries on his 
usual activities? 

Before 
should 
strict 


conclusions are drawn we 
review the results obtained by 
hoth with and without 
the surgical adjuncts which I regard as 
additions to rest therapy. 


hed-rest, 


The physiological reasons for bed-rest 
and the serious effects that result in the 
pationt who disregards the need for rest 
should also be considered. 

If, by resorting directly to surgery, the 
results are as good as those obtained 
through rest and its surgical adjuncts, 
then by all means we should resort to 
surgery and relieve this vast army of suf- 
ferers of much expense and loss of time. 
but, if surgery and ambulatory or par 
tially ambulatory treatment fails to meet 
the requirements for the majority of pa- 
tients, then great care should be exercised 
in the type of treatment selected for the 
individual case, 

The tuberenlous patient is ill only in 
proportion to the amount of tuberculo- 
toxins that finds its way into the blood 
stream. If a tuberculous patient is given 
tuberculin subcutaneously, in sufficient 
amounts, both systemic and focal 
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toms will result. Headache, fever, general 
aching over the body, nausea and vomit- 
ing are complained of, and an examina- 
tion of the chest will show congestion, 
rales, and other signs of increased activity 
in the affected area. 

The tuberculous patient can duplicate 
these signs and symptoms any time that 
he indulges in a sufficient amount of 
exercise. Just as there are different de- 
grees of reaction to various-sized doses 
of tuberculin; so there are moderate or 
severe symptoms that follow different 
amounts of physical exercise. 

Some years ago only the toxic fever 
case Was considered a subject for bed rest. 
Following the loss of fever the patient 
was allowed up and more or less mobile. 
Now, however, we have learned that pro- 
gress continues most rapidly if rest is 
uninterrupted; that mobility of the pa- 
tient interferes with repair work and all 
too frequently leads to advancement of 
the disease. 

We have learned that all clinical cases, 
however mild, should be placed at strict 
hed-rest because the same mechanism is 
required for the healing of the minimal 
as is required for the more advanced case. 
Occasionally we see recoveries with a less 
strict regime, and we know that some 
patients recover without any treatment 
just as some do in other infections, but 
no patient can afford to experiment for 
the purpose of learning whether or not 
he be in that class. 

Pottenger, in a paper on The Physiolo- 


gieal Basis of Rest as a Therapeutic 
Measure in Pulmonary Tuberculosis' 


says : 

“Twenty per cent more effort is re- 
quired to sit quietly in a chair than to 
lie in hed; one hundred per cent more 
is required to walk about and three to 
four hundred per cent more for strenuous 
exercise, 

“Two hundred fifty to three hundred 
cc, of air is required per minute while at 
rest, and for moderate exercise six hund- 
red to sixteen hundred c¢.c. 

“The healthy pulse rate, while resting, 
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is from seventy to eighty; under mode- 
rate exercise from one hundred to one 
hundred twenty, and for strenuous exer- 
cise a rate of one hundred fifty to two 
hundred is necessary. 

“The heart output is four or five liters 
per minute while the body is at rest and 
twenty liters when at work. The blood 
pressure must rise fifty to sixty mm to 
maintain sufficient oxygen for exercise. 

“Under normal conditions the increased 
output of the heart is accomplished by 
greater ventricular activity with a rel- 
ative increase in rate while in the tuber- 
culous patient response is mainly by in- 
creased heart rate and is deficient in ven- 
tricular response.” 

Even when the patient lies quietly in 
bed the respiratory rate is more than 
1000 per hour, and when he stands on 
his feet the respiratory and circulatory 
load is markedly increased ; there is more 
movement of the diseased area; lymph 
flow is stimulated, and a greater volume 
of pulmonary blood carries into the gen- 
eral circulation increasing amounts of 
tuberculotoxins. On the other-hand, slow- 
ing of the pulmonary circulation and in- 
creasing stasis of. the lymph lessen the 
amount of toxins carried in the blood 
stream and favor healing. 

Serial films show that absorption of 
exudates and debris takes place when the 
affected area is sufficiently immobile. 
Absorption is hindered, or prevented, if 
the patient is tuberculinized by the fre- 
quent flooding of the circulation by tox- 
ins. Cough and sputum are reduced as 
immobilization becomes effective, but 
aggravated by increase of respiratory and 
circulatory effort. 

Strict bed-rest gives splendid results 
for the early involvement, and no other 
form of treatment should be considered 
for the exudative type unless the allergic 
response has been so severe that necrosis 
of tissue and cavitation has taken place. 

With bed-rest alone many moderately 
advanced cases do well and small cavities 
may disappear, but, if the cavity is more 
than two centimeters in diameter, or has 
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thickened walls, bed-rest will prove in- 
sufficient. 

If the lung is not adherent to the chest 
wall a collapse by pneumothorax closes 
cavities, immobilizes the diseased area, 
and favors healing by fibrosis. 

Rarely do we find a case that is free 
from adhesions, but, by maintaining an 
even pressure through frequent refills of 
250 to 350 e.c. of air, we may gradually 
produce an effective collapse. 

Pleural effusion is not so frequent a 
complication where small refills are re- 
peated at intervals that keep the pres- 
sure as uniform as possible. If an effu- 
sion occurs, the fluid should be removed 
and replaced by air. Often we again get 
a dry pleural cavity. but, if the fluid 
is allowed to remain, we frequently lose 
the pneumothorax. 

Adhesions that prevent collapse may 
be severed by pneumolysis, if they be ac- 
cessible, or we may consider reducing the 
tension of an adhesion by phrenicectomy. 

Certain thick-walled cavities the 
first interspace area are recognized by 
the experienced observer as being un- 
suitable for closure by pneumothorax. He 
recognizes the fact that such areas tight- 
ly adhere to the pleural dome, and, al- 
though the remainder of the lung may be 
nicely collapsed by gas, the cavity will 
remain open. He may choose to do a 
partial thorocoplasty with or without the 
collapse of the remainder of the lung by 
penumothorax, depending on the amount 
of pathology present. With an extensive 
involvement through a greater portion of 
the lung the complete thorocoplasty would 
he indicated. 

In 1916, Webb* first pointed out the 
advantages of postural rest, and the use 
of shot-hags. For a cavity in the upper 
part of the chest a shot-bag of about 
three pounds may be placed over the af- 
fected area so that movement of that 
part will he reduced to the minimum. Air 
in that portion of the lung is reduced, 
atelectasis of some degree takes place, 
and a collapse of the cavity tends to fol- 

low. For involvements lower in the lung 
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the patient is placed on a firm pillow op 
the affected side, a similar effect o¢. 
curring when the weight of the body 
restricts movenient of the affected are) 
Placing the patient on the affected side 
has been of value to me in some cases an 
the use of the shot-bag in the upper lobe 
has closed cavities for me, but the treat. 
ment must be continued over a long period 
of time if the cavity is to remain closed. 

The use of either posture or shot-bags js 
justified when a pneumothorax is impos 
sible and the patient’s general condition 
forbids the use of thorocoplasty as too 
hazardous, but pneumothorax and thoro 
coplasty are the operations upon whic 
we must place our reliance for effective 
results. 

Phrenicectomy, formerly tried for nv 


merous types of lesions, has been disap f 


pointing. Corrylos® reports that in se 
lected basal lesions phrenicectomy is sue 
cessful in but 16 per cent of the cases 
and that he is convinced that the reported 
successes of enthusiastic supporters of 
the operation are due to their use of it in 
benign, acute, exudative tuberculosis, and 
that the patients recovered, not becaus 
of, but in spite of phrenicectomies. 

Good serial stereoscopic films are of 
the utmost importance, not only for diag 
nosis, but for following the progress of 
the case, and to determine the need for 
surgical intervention. 

In a large percentage of cases suitable 
for pneumothorax, an active lesion i 
found in the opposite lung. Tn such: 
case we have no choice but to maintain 
strict bed-rest and at the same time carr 
on the pneumothorax. 

Only infrequently do we get a_perfe 
collapse by pneumothorax, but, if. th 
cavity is closed, and the sputum remail 
continuously negative, it is effective. 4 
positive sputum means an unsatisfactor 
pneumothorax. 


The location of the cavity and the six® 


of the bronchus into which it drains 
termines the effectiveness with which ¥ 
collapse the cavity. 
(Continued to page 26) 
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The Treatment of Bronchial Asthma By 
intratracheal Injections of lodized Oil 


Ix 1982.) the author re- 
ported sixty cases of bron- 
chial asthma treated by 
intratracheal injections of 
iodized oi] in which the results were very 
satisfactory. Since that report was pub- 
lished two hundred additional cases have 
heen completed or a total of 260. The 
group is now sufficiently large and has 
heen under observation long enough to 
determine the value of this method of 
treatnent. 

The patients were nearly all of the 
chronie type who had tried the usual 
methods with little or no relief. With the 
exception of very young children, they 
were unselected as to age, duration of 
condition, or etiological factors. With few 
exceptions, the history of every patient 
showed the inherited asthmatie back- 
ground. The oil was the only medication 
except adrenalin for the immediate relief 
of an attack. 

A study of roentgenograms of the 
chests of patients with bronchial asthma 
taken after injections of iodized oil 
showed a partial or complete obstruction 
in the medium and smaller bronchi in a 
large majority of them. Singer, in 1926, 
pointed out imperfeet fillings of the tubes 
during an attack and Steinberg* made the 
sume observation in 1932. In the cases 
under discussion obstructions were ob- 
served also during the interval between 
attacks, They were not influenced by in- 
jections of adrenalin, but in nearly all 
tases disappeared after repeated injec- 
tions. The conclusion that the obstrue- 
tions in the lumen of the bronchial tubes 
Were due to pathologic secretion seems 
justifialle, Steinberg’ reached the same 
ronclusion after correlating roentgeno- 


*Read at the Post Graduate Polyclinic Hospital, New 
York City, February 8, 1936. Reprinted from the “New 
York State Journal of Medicine,” August 15, 1936. 
gs 


“Chief of Bronchogenic and Asthmatic Departme: 
Western Pennsylvania Hospital. 
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logic observations with the 
autopsy findings in patients 
who died from allergic 
asthma. Pneumoconiosis, 
healed tuberculosis, atelectasis, and cer- 
tuin types of bronchitis also cause ob- 
struction of the bronchial tubes, but are 
easily differentiated from pathologic se- 
cretion. 

When the patency of the tubes was 
established there was prompt relief in 
many cases which indicates a relation be- 
tween the occluded bronchi and the asth- 
Inathic paroxysm. Steinberg*® is of the 
opinion that “an asthmatic paroxysm is 
essentially due to bronchial occlusion by 
mucus as a result of a hypersecretory ac- 
tivity of the bronchial mucous glands and 
the degree of the attacks is proportionate 
to the extent of mucous secretions and 
bronchial plugging.” The plugging of the 
bronchial tubes interferes with free drain- 
age and normal ventilation of the lungs. 
Toxic products, probably bacterial, are 
retained which act as an irritant and may 
contribute to the production of the asth- 
Inatic paroxysm. 

The major objective of this treatment, 
therefore, is to remove the pathologic 
secretion by frequent injections of iodized 
vil until the pateney of the tubes is re- 
stored. 

Preliminary to the treatment, a thor- 
ough physical examination, a roentgeno- 
gram of the chest, and in some cases a 
bronchoscopic examination should be 
made of each patient to eliminate those 
conditions which give rise to asthmatic 
symptoms but are not true bronchial 
asthina such as growths within or with- 
out the bronchi, enlarged tracheobron- 
chial glands, enlarged substernal thyroids, 
and foreign bodies. 

This treatment is contraindicated in 
cases complicated by acute tuberculosis, 
cardiorenal conditions, hyperthyroidism, 
aneurism, angina pectoris, and in debili- 
tated persons, 
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Practically no preparation of the pa- 
tient is required preliminary to the treat- 
ment. In very nervous patients, a sedative 
may be necessary preceding the first in- 
jection. One-eighth to one-quarter grain 
of morphine sulphate given hypodermic- 
ally one-half hour before the injection 
will prove satisfactory. Subsequent use 
of a sedative is rarely necessary. 

Lipiodol, iodized oil, is admirably suited 
for the injections. It is a solution of 
forty percent, by weight, of iodine in 
poppy-seed oil. The iodine is fixed in 
the fatty molecule. This makes it rela- 
tively non-toxic and non-irritating., and 
may be retained in the lungs over long 
periods of time causing little, if any, in- 
flammatory reaction. The fatty molecule 
is fragmented before the iodine is liber- 


Fig. 1. Normal lung showing oil in the 
bronchial tube seven minutes after injec- 
tion. 


Fig. 2. Magnified view of roentgeno- 
gram showing complete obstruction of 
bronchi. Between interval of attacks, thirty 
minutes after injection of ten m. of adren- 
alin. 


DISEASES OF THE CHEST 


A PRIL 


ated. This takes place in the presence of 
air and heat, and the fat-splitting fe. 
ments in the tissues.‘ Its absorption taka 
place from the bronchial mucosa an 
alveoli of the lungs and may be found ip 
the urine six hours after it is injectej 
into the tracheobronchial tree. After the 
iodine is absorbed or liberated, it stim. 
ulates the bronchial secretory glank 
causing them to excrete large amounts of 
normal secretion which increases th 
fluid contents of the tubes. It dissolve 
the mucin in the secretion, renders it les 
viscid and more fluid, thus making pos 
sible its elimination by the bronchial 
drainage mechanism. It stimulates the 
bronchial mucosa, decreases congestion, 
absorbs exudates, and restores the normal 
circulation. The rapid decrease of the 
bacterial flora from the sputum indicate 
its bactericidal action. 

It also is of value in forming a pro 
tective film over the surface of the m- 
cosa, Which prevents irritation by dus 
drying and the entrance of bacteria. Its 
high iodine content gives it a_ specific 
gravity much greater than the bronchial 
secretion. Immediately after injection, it 
gravitates to the most dependent portion 
of the tubes, dislodges and displaces the 
secretion upward into the large tube 
where it is eliminated by the cough refles 

In order to successfully inject the ail 
into the bronchial tree, the swallowing 
and cough reflex at the bifurcation of the 
trachea must be completely abolished 
otherwise the patient will swallow 
cough up the oil. This is aecomplishel 
hy spraying the pharynx and anterior ani 
posterior pillars with a solution of tw 
percent of nupereaine and injecting inti 
the larynx two to three e¢.c. of a five 
percent solution. In most patients this 
produces complete anesthesia in five mit 
utes. This solution has proved very sa 
isfactory. It produces anesthesia quickl. 
and no toxie symptoms have been ob 
served in more than five thousand inje 
tions. The oil should always be warmel 
to 110° before being used because if il 
jected when cold, it may excite a coug 
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reflex. The heat decreases its viscosity 
and enables it to flow more rapidly into 
the finer bronchioles. As a rule, it should 
be injected during the interval between 
attacks, but if given during an attack, an 
injection of adrenalin should first be given 
to relieve the spasm of the bronchial 
muscle and to reduce the edema of the 
mucosa. This enlarges the lumen of the 
tubes permitting the oil to flow into the 
finer bronchioles. 

There are a number of methods of in- 
jecting the oil into the tracheobronchial 
tree and each has its merits. The trans- 
glottic method has been found most sat- 
isfactory because it enables the operator 
to place the oil in any part of the lung. 
It does not traumatize the tissues. It 
requires no expensive instruments or 
trained assistants. A twenty ec.c. metal 
syringe having a cannula six to eight 
inches long is the only instrument re- 
quired. 

If both lower lobes are to be injected, 
the patient is seated before the operator 
and instructed to grasp his tongue with a 
piece of gauze, and draw it forward as far 
as possible. This raises the larynx, and 
closes the upper end of the esophagus. 
The syringe containing the oil is held in 
the right hand of the operator. His left 
index finger is passed down to the epig- 
lottis and the epiglottis brought forward. 
The tip of the cannula is guided along the 
finger to the glottis. The finger is with- 
drawn, and the oil is slowly injected while 
the patient breathes normally. When 
either of the lower lobes is to be injected 
the patient inclines his body to the right 
or left; when it is the upper lobe, the 
patient should lie upon a table and turn 
upon the side to be injected with his arm 
hanging over the edge, his head flexed 
forward and supported by an assistant. 
The oil is injected and the head of the 
table is dropped twenty degrees. He 
should remain in this position for at least 
five minutes. This allows the oil to gravi- 
tate into the upper lobes. 

The first injection into any portion of 
the bronchial tree, should be given to 
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determine the presence of obstruction in 
the tubes. The lower lobes should be 
selected first since they are the reservoirs 
into which the upper respiratory tract 
drains and it is in these lobes that stasis 
most frequently occurs. 

A fluoroscopic or Roentgen ray exam- 
ination of the lobe injected should be 
made immediately following the injection. 
If there is nothing to interfere with the 
flow of oil, it will reach the air vesicles 
in from seven to fifteen minutes and only 
a film of it will remain in the tubes so 
thin it is difficult to visualize. If it does 
not reach the vesicles within this time, 
complete or partial obstruction should be 
suspected. The obstruction may be due 
to a broncho-spasm, edema of the mucosa, 
or to secretion (Fig. 1). 

In order to determine to which of these 
it is due, ten minums of adrenalin should 
be injected and in thirty minutes a fluor- 
oscopic examination made. If a broncho- 
spasm has retarded its flow, the adrenalin 
will have relaxed the spasm, or reduced 
the edema, and the oil will have flowed 
into the vesicles. If there is no change 
in its position, an occlusion is present, 
probably due to secretion. No obstruc- 
tions can be seen in some cases because of 
superimposed shadows cast by parallel 
branches. If the oil does not reach the 
periphery of the lung or if there are areas 
which do not fill, it is evident that the 
finer bronchioles, which are not visible, 
are obstructed (Fig. 2, 3). 

A study of the walls should be made to 
determine the presence of bronchiectasis. 
The dilatation which occurs in bronchial 
asthma is usually not extensive. The nor- 
mal tapering of the tubes is lost. They 
become straight, spindle-shaped, or cylin- 
drical. Occasionally some varicosity can 
be observed. Large dilatations with bron- 
chiectatic areas in which there was morn- 
ing sputum and other evidence of stasis 
was found in less than three per cent of 
the cases. Emphysema which is present 
in nearly all cases of chronic asthma has 
the appearance of bronchiectatic areas 
when injected with iodized oil. 
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After the expiration of one week, the 
opposite lower lobe should be injected 
and the same procedure followed. The 
interval between the injections affords 
ample time to note any reaction which 
may take place. 

If there is complete or partial stenosis 
of the tubes, enough oil should be in- 
jected into the obstructed areas to main- 
tain contact with the secretion. Ten to 
twenty ¢.c. is usually sufficient for one 
lobe. If both lower lobes are to be in- 
jected at the same time, which may be 
done after the initial injection, from 
twenty to thirty c.c. may be required. 
The amount to be injected at subsequent 
injections depends upon the rapidity with 
which the secretions are liquefied and dis- 
lodged, and the number of tubes ob- 
structed. If the secretions are soft the 
oil will liquefy and displace them quickly, 
but if they are hard or partially calcified 
and adhere tenaciously to the bronchial 
mucosa, or many tubes are involved, a 
much longer time will be required to re- 
store their patency. 

The rate at which the oil disappears 
from the lung must be considered. If it 
dloes not pass into the vesicles soon after 
injection much of it will be expelled by the 
cough reflex within twenty-four hours. 
When this occurs, the injections may be 
given more frequently with safety. When 
it reaches the vesicles it is not affected 
by the cough reflex but remains until ab- 
sorbed. The rate of absorbtion depends 
upon the activity of the fat-splitting fer- 
ments in the alveoli.’ This activity varies 
With the individual and at times in the 
individual. Only sufficient oi) 
should be injected to replace that which 
has disappeared. If more is injected the 
lung may become overloaded. At no time 
should the amount of oil in the lungs 
he sufficient to reduce the vital capacity 
more than fifty per cent. Should this be 
exceeded, the attacks of asthma may in- 
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crease in frequency and severity and ex- 
treme cynosis may follow. A fluoroscopic 
examination should be made frequently 


1A 


APRIL 


during the course of treatment to deter. 
mine the amount, 

When the oil reaches the vesicles indi- 
cating that the tubes are free of secretion, 
the amount should gradually be reduced 
and the time between injections length. 
ened as the attacks of asthma become legs 
frequent and less severe. If there is no im. 
provement after several injections into 
the lower lobes and there is reasonable 
assurance that the oil has reached the 
vesicles, then the same procedure should 
be carried out with the middle and upper 
lobes except that only one lobe should be 
treated at a time. Treatment should not 
bt discontinued for lack of relief until 
every portion of the bronchial tree has 
been washed out with the oil and the 
tubes are unobstructed unless some con- 
traindication should arise ( Fig. 4). 

The response to the treatment varies. 
Some patients obtain relief from attacks 
at once; in others there is gradual in- 
provement; some do not show any im 
provement for many months and _ then 
relief may come suddenly or gradually. 
Generally speaking, young persons re 
spond more quickly than those more 
advanced in years, Patients in whom asth- 
ma followed some infection of the respir- 
autory tract such as bronchitis, measles, 
whooping-cough, influenza, or pneumonia, 
usually respond more slowly than those 
in whom the attacks are precipitated by 
foods, odors, dust, pollens, danders, ete. 

The following abbreviated 
tories are illustrative: 

CAsE 1. J. H., male, age fifteen, had 
frequent attacks of asthma and hay fever 
since three years old. Skin tests were 
positive to seventeen pollens. Ten injec: 
tions of iodized oil were given into the 
right and left lower lobes during one yeat. 
The attacks of asthma and hay fever 
ceased after the third injection and he 
has had no recurrence in three years. 

CAsE 2. C. S., male, age twenty-six, 
totally incapacitated by bronchial asthma 
for eleven years. Asthma followed it 
fluenza. He received thirty injections of 
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the oil into the middle and lower right 
lobes during fourteen months. There was 
no improvement in six months, then the. 
attacks abruptly ceased. He did not have 
asthma for seven years. Recently he had 
a tonsillectomy which was followed by an 
attack of asthma. He is being treated 
again and is responding satisfactorily. 

CAsE 3. T.S., male, age six, had pneu- 
monia When three years old followed by 
asthma Which became progressively worse. 
The oil was injected every three weeks in 
ithe right middle lobe for one year. He 
gradually improved for six months when 
attacks of asthma ceased, He has not had 
a recurrence in five years. 

CasE 4. Miss Lb. A., age twenty, semi- 
invalid because of bronchial asthma for 
thirteen years which followed bronchitis. 
She received thirty injections of the oil in 
eighteen months. The asthma improved 
fifty percent the first six months and the 
improvement stopped. The oil had all been 
injected into the lower lobes. During the 
next six months the right and left upper 
lobes were injected. In six months the 
attacks ceased. She was free from attacks 
for eight years. 

CasE 5. Miss E. G., age sixty-three, ill 
two-thirds of the time with bronchial asth- 
ma for forty-eight years. For two and 
one-half years she was given injections of 
the vil into the lower lobes. Gradual im- 
provement followed. In the first year and 
a half she improved ninety percent. The 
last year of treatment she had two slight 
attacks, but has been free from them for 
more than a year. 

In ninety per cent of the cases there 
Was a rapid subsidence of the bronchitis 
so often a part of the asthmatic condition. 
In many cases it ceased after only a few 
treatments, 

Another result was the decrease of clin- 
ical sensitiveness to excitants and stimuli 
which had previously precipitated attacks. 
This occurred regardless of the nature of 
the excitant, protein or nonprotein, en- 
docrine, peripheral, or the various in- 
jections of the respiratory tract. Many 
patients lost their clinical sensitiveness 
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in a very short time although skin tests 
were still positive. 

Asthinatic patients are usually suscep- 
tille to colds. A decrease in this suscep- 
tibility was observed after treatment in 
seventy-five per cent of the cases. 

The following cases are examples: 

CasE 1. C. A., male, age thirty-three, 
Was sensitive to horse dander, onions, and 
cabbage. He had suffered from asthma 
accompanied by an intractable cough for 
twenty-four years, and was rarely free 
from a cold. After the eighth injection of 
the oil he became clinically desensitized 
tu horse dander, and after the tenth in- 
jection to onions and cabbage. He has had 
very few colds and the cough and asthma 
have been entirely relieved for three and 
one-half years. 

CAsE 2. Mrs. E. S., age twenty-five, 
had asthma, frequent colds, and bronchi- 
tis for twelve years. She was sensitive to 
aspirin. After the seventh injection she 
was Clinically desensitized. The bronchi- 
tis gradually improved and finally dis- 
appeared. For four years she had taken 
aspirin frequently for headache. She has 
had no asthma and rarely a cold. 

Case 3. Mrs. G.S., age thirty-six, had 
asthma during her menstrual period. The 
vil was injected into the lower lobes for 
one year. After the third injection the 
attack was less severe, and after the sixth 
injection she menstruated without an 
attack. She has not had asthma for five 
years. 

CAsE 4. Mrs. S., age fifty-two, for 
len years complained of wheezing and 
dyspnea after which detinite and frequent 
attacks of asthma developed. She im- 
mediately had an attack whenever she 
ute tomatoes or fish, She was given eleven 
injections of oil for eleven months after 
Which she was clinically desensitized to 
the former irritants. 

Case 0. M. O’R., male, age ten, was 
sensitive to water for five years. Contact 
with water while bathing feet or body 
brought on an attack of asthma. He had 
chronic bronchitis and contracted a cold 
on exposure to cold air. Both lower lobes 
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were injected on an average of every two 
weeks for eight months. He was rapidly 
desensitized to water and has been able to 
bathe and swim without recurrence of 
asthma for three years, 

In some of the patients there was a 
reaction following an injection, but in the 
majority of them the presence of the oil 
in the lung was well-tolerated. 

When the oil contacts the trachea in 
some patients it produces a convulsive 
cough lasting from an half-hour to two 
hours, and the patient may become very 
exhausted. In others a severe attack of 
asthma may be brought on by an injee- 


Fig. 3. Roentgenogram one hour after 
injection of oil and thirty minutes after 
an injection of ten m. of adrenalin. Oil 
has nearly all passed into the vesicles. 
Obstruction in lumen of tubes has disap- 
peared. 


Fig. 4. Same as Fig. 3, one month later, 
following a reinjection of oil. Obstruction 
in lumen of tubes has disappeared and oil 
has entered the vesicles. 
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tion of as little as two c.c. of the oil. This 
reaction is probably caused by its cop. 
tacting irritable endings of the vagi in the 
bronchial mucosa. If it is injected too 
rapidly dyspnea follows and may produce 
an acute collapse of the lung. 

In some patients, asthma is complicated 
by chronic laryngitis, tracheitis, or brop- 
chitis accompanied by an extreme sensi- 
tiveness which excites a cough reflex as 
soon as the oil touches the mucosa and 
the oil is immediately expelled. The treat. 
ment of such cases by this method is un. 
satisfactory and the use of a bronchoscope 
is an advantage. 

There may be a chill, rise of tempera- 
ture, increase of pulse, and pain in the 
area injected in some patients. If the 
treatments are not repeated until these 
symptoms subside and most of the oil 
disappears from the lungs, this reaction 
does not occur again. 

There were only eight patients in the 
group treated in which severe iodism oc 
curred. These patients were susceptible 
to iodine and the treatment was discon- 
tinued. There were no cases of chronic 
iodism although a large quantity of oil 
was kept in the lungs for a long time. 
lodism can be avoided by a careful testing 
of the patient’s tolerance and by not in 
jecting the oil into the stomach. If the 
latter should occur, it should be removed 
at once with a stomach tube or by giving 
a brisk cathartic. 

The oil has been kept constantly in the 
lungs in some patients for three years and 
a Roentgen ray examination made two 
years after treatment was discontinued 
disclosed no injury to the lung tissue. 

Autopsy study was made in one patient 
who died of an abdominal condition. She 
had received injections for eight months. 
A study of the lungs revealed no patho 
logic change that could be attributed to 
the oil. 

Eight cases of pneumonia occurred in 
the entire group while under treatment. 
Five of the cases were bronchopneume 
nia; four patients recovered and one 

(Continued to page 30) 
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The Home Treatment and Management 
of Tuberculosis 


THE DIAGNOSIS of tuberculosis 
is made—and in a few short 
words the whole life program 
of one or more individuals is 
interrupted. The change concerns both 
the patient and his immediate family. 
After the shock is over, problems begin 
to present themselves. For some these 
problems and decisions are simple; for 
others they are difficult, if not indeed 
almost insurmountable. 

“Must I change climate; must I go to 
a high altitude or to the desert; how long 
will it take to get well; can I do part 
time work ; should I go to a sanatorium?” | 
These are only a few of the questions 
arising that must be answered by the 
doctor. 

The physician will sit down with the 
patient and his mate, his parent, or who- 
ever controls the family budget, and learn 
the available resources. Climate and alti- 
tude are dismissed as being of secondary 
importance, if important at all. The pa- 
tient is then told the probable length of 
time it will require to get back to a 
working stage again. It is a great mis- 
take to lead a person to believe it will 
require only two or three months because 
at the end of that time he again must 
readapt his mental attitude to continu- 
ing in bed for another period and tem- 
porarily his hopes and plans for the im 
mediate future are recrushed. It is far 
better to let him know it may take one, 
two, or three yearg before he will work 
again and he can plan accordingly. Often 
a patient will respond more rapidly than 
anticipated and not require the estimated 
length of treatment. Unfortunately, the 
reverse is often true. Part time work, as 
a general rule, is prohibited except dur- 
ing the recovery phase. 

If the patient is able to afford sana- 
torium care, he is directed to a suitable 
one. It must be borne in mind that there 
ure as many and varied types of sana- 
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toria as there are types of homes. 
There are some which do not 
deserve the name of sanatorium, 
where in reality the patient 
treats the doctor and not the doctor the 
patient. Here he is allowed to do much as 
he pleases until his disease gets ahead 
of him. 

If his family is of limited means, a 
sanatorium is not recommended, for very 
obvious reasons. If he is eligible for a 
charitable institution and the doctor is 
assured of the type of care he will receive, 
then the patient is urged to take advant- 
age of this opportunity. 

Sanatorium care is available only to 
about one out of eight, there being some 
800,000 tuberculosis cases and only 85,- 
000 beds available in the country for the 
tuberculous. The other 700,000 must be 
cared for and controlled, not only for 
their own good but for that of the com- 
munity as well. There remains only the 
home in which to do this. 

The patient’s next question is: ‘*Can 
I get well at home?” The answer is yes. 

In treating tuberculosis it is absolute- 
ly essential that the doctor have complete 
control over the case. This calls for con- 
fidence and cooperation from the patient 
and his family. The best results are ob- 
tained if this control extends through 
his illness, the transition period in which 
he works back into a normal life, and 
the follow-up in the years to come. In a 
large city or where the weather is ex- 
tremely unseasonable at times of the year, 
it may be very difficult or impossible to 
treat successfully more than a few home 
cases. In the semi-urban and rural com- 
munities a doctor in his rounds may drive 
thirty miles and see several patients while 
in a city perhaps only five miles can be 
covered and one home visit made in the 
same length of time. In Orange County, 
with a population of 125,000, the problem 
of home management is not difficult. In 
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this community it is my practice to see 
causes at least twice a week. One hundred 
to one hundred and fifty miles will be 
covered in making rounds. This can be 
done in four to eight hours, depending 
on the number of patients seen and the 
number of re-fills given that particular 
day. 

A charge is made by the month which 
includes all the procedures. 
The fee is on a sliding scale to meet the 
individual financial situation. There are 
no extras. X-rays are taken as indicated ; 
not oftener than 
every two or three months. On the other 
hand, if the patient should require an 
x-ray daily for several days these are 
taken without extra charge. It is found 
that “extras” upset the morale, cause 
worry, and interrupt home treatment. On 
a monthly basis, the individual knows 
ahead of time the financial obligation he 
is expected to meet. 

In the treatment of home cases a suil- 
able room with two or more windows is 
chosen. Diet is well-balanced but no 
special diet is prescribed unless indicated. 
The patient is not stuffed but is encour- 
aged to eat a little more than his average 
dliet because of the increased metabolism 
caused by the disease. He is placed on a 
definite routine which varies somewhat 
with the household and the type of lesion. 
I-requent visits are necessary as few peo- 
ple can successfully take the “cure” with- 
out adequate guidance; the pitfalls are 
ioo many. The sensation of well-being 
which comes after a period of rest and 
before pathological improvement occurs 
leads one to believe he is well. If not cor- 
rectly advised he will want to return to 
his business, believing himself completely 
out of danger. 

In general absolute bed rest is insisted 
upon. To tell the patient to go home and 
rest is not enough, To the uninitiated this 
might be interpreted as going to the bath- 
room ad lib, sitting at the table for meals, 
or even going for automobile rides. Bed 
rest calls for a bed pan, and incidentally 
the bed pan is of more value than the 


necessary 


in some cases this is 
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clinieal thermometer. The temperature 
chart is simply a matter of record; the 
hed pan conserves considerable energy, 
Bed baths are to be given until tub baths 
are earned by the patient as he improves, 
Certain cases are, of course, permitted 
bathroom privileges once a day from the 
beginning. Hygiene is observed as in any 
sanatorium. Suitable paper napkins are 
used for coughing, sneezing and sputum. 
These are burned daily. Dishes are kept 
entirely separate and boiled after each 
meal. Children are kept strictly out of 
the room. Following these precautions the 
danger to children and others should be 
slight. If the members of the household 
are already tuberculo-allergic, they are 
x-rayed. If children have survived with- 
out more than a positive skin test fora 
few months to four years or more, which 
is often the length of disease before diag- 
nosis is made in a tuberculous parent, it 
is not reasonable to suppose that the child 
will be in danger when the parent is 
isolated in the home. Contact children are 
re-checked every six months or oftener, 
if indicated. Visiting hours are observed 
as in a sanatorium. Absolute rest for two 
hours in the morning, during which there 
is no visiting, reading, or listening to the 
radio, is observed and the same length 
of time following the noon meal. Lights 
and radio are off at eight in the evening. 

Visitors of certain temperament who 
make the patient nervous are excluded. 
The patient is not to be bothered with 
business or household worries. He is in 
structed against following the advice of 
well-meaning but ill-informed neighbors 
who are sure that the only way to cure 
his illness is by sun bathing, by working 
it out of his system, by the carrot juice 
diet, or by the wonders of lotus root. 
Physical and mental relaxation are 
taught. A healthy mental attitude is ex 
tremely important. The patient is ei 
couraged to ask questions. He is educated 
in tuberculosis and shown his x-rays. He 
is always told the truth, except in ter 
minal cases. The tuberculous patient is 
very apt to notice any discrepancies of 
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statement, even if made months before. 
If he takes his disease too frivolously, its 
importance is stressed, Unimportant and 
yeurotic symptoms are ignored; other 
symptoms, such as referred pains, are ex- 
plained. In short, the more the intelligent 
patient understands about his condition 
the better he combats the disease. How- 
ever, there are exceptions to this rule and 
the doctor must be on the lookout for one 
who will be adversely influenced by too 
much knowledge. 

Medication by mouth is kept to a mini- 
mum because of a too frequent delicate 
gastro-intestinal system and also because 
of the length of the disease. Cough can 
be controlled a good deal by will power. 
Hypodermic medication is often indicated 
and of value. Sputum examination and 
sedimentation rate are usually done once 
amonth; blood counts every two or three 
months. 

To set a good example the doctor should 
put into practice what he preaches. He 
emphasizes bed rest for this reason x-rays 
are taken at the bedside. It is obvious 
that driving to the office, even from a 
mile or two away, uses considerable 
energy. With two film holders, a man to 
help load and set up the machine, a num- 
ber of x-rays can be taken in one morning 
each month. Films are changed in any 
dark closet in the patient’s home from 
cassette to a light proof box and developed 
later at the office. When the patient is 
on graduated exercise he is allowed to 
come to the office for the necessary pro- 
cedures, 

Modern splinting of the lung can be 
accomplished at home. Empyema cavities 
tan be aspirated and washed out, oxype- 
ritoneum and pneumoperitoneum can be 
given at home, the former for tubercu- 
lous peritonitis, enteritis, or fistula of the 
rectum, the latter for splinting diaph- 
ragms in far advanced bilateral cases. 
Pheumothorax can be started and con- 
tinued at home. However, it must be con- 
ceded that it is better to give the initial 
and first re-fill in a hospital. There is 
often x partial spontaneous collapse after 
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the first injection of air. This is true 
whether it is recognized or not and at 
times can be extremely alarming, calling 
for repeated removal of air. It is for this 
reason that it is more convenient, but not 
absolutely essential, to hospitalize for a 
few days. Severe hemorrhage should call 
for hospitalization as nothing is more 
terrifying to the patient or his family. 
With the patient out of the house it at 
least saves the household the discomforts 
of this unfortunate experience. Phrenic 
nerve operation or thoracoplasty are 
hospital procedures. 

When it is time for graduated exercise 
the patient is allowed first to sit up in 
bed, later in a chair, gradually increas- 
ing this privilege. This is followed by five- 
minute daily walks and as indicated both 
the walks and the time up are gradually 
increased. When he is up eight hours a 
day and walking one-half hour twice 
daily, home visits are discontinued and 
he reports to the office once a month. By 
this time he should have learned what it 
is all about. He should know that he is 
now starting on a trying period; the 
transition period from conyalesence to 
a normal life. It is during this time that 
the patient must build up confidence in 
himself, learn to stay within his fatigue 
limit, and work back both to physical and 
economic stability. 

In California the State Vocational 
Dureau will give three to six months 
training to anyone recovering from tu- 
berculosis. The training is along practical 
lines. Every effort is made by those guid- 
ing this project to direct the case along 
the channels that will be of the greatest 
help. The patient may elect to go to busi- 
ness college, take up photography, learn 
radio-repairing or watch-repairing, motor- 
winding, dress-designing, laboratory 
work, or any vocation of like nature. This 
opportunity is not limited to institu- 
tional cases or even to tuberculous cases, 
but is open to any handicapped individ- 
ual. The idea is to secure for him economic 
freedom, but it also had a second fune- 

(Continued to page 24) 
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The Significance of Pleurisy 
with Effusion 


RECENTLY there has been 
much said about the early 
diagnosis of tuberculosis but 
there yet remains much more 
to be said and done about it. If the medi- 
cal profession ever banishes tuberculosis 
from the list of human ailments, it will 
have to educate itself and the lay public 
along the lines of earlier recognition as 
well as early and continued treatment. 
There are a number of symptoms that we 
associate with early or beginning tuber- 
culosis, but as a rule pleurisy with effu- 
sion is not in this commonly accepted 
vroup; at any rate, its significance is 
too often overlooked. There are entirely 
too many patients who turn up with far- 
advanced pulmonary tuberculosis who 
have had a pleurisy with effusion in the 
last year or several years and were not 
suspected in the least of having any tu- 
berculosis at that time. The patient may 
have been aspirated a time or so, told to 
go to bed for a few weeks until the fever 
disappeared, and then allowed to return 
to work without the true etiology of his 
effusion having been determined. Pleurisy 
with effusion is not a disease entity of 
its own but is always a symptom of some 
disease or injury affecting the pleura of 
one or both lungs. It is not always an 
early symptom of tuberculosis but when 
it comes out of a clear sky, not associated 
with any acute respiratory infection, 
attacking an apparently well patient, it 
should be considered as a symptom of 
tuberculosis until correctly or definitely 
diagnosed otherwise. 


Incidence 


The incidence of effusions in tuber- 
culosis is not particularly high, but a 
survey of the patients of any sanatorium 
will reveal that more than an incidental 
number have had pleurisy with fluid for- 
mation and that many of these will date 
the onset of their tuberculosis from the 
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time of their effusion. Fre. 
quently, a patient with ad. 
vanced involvement will tel] 
the attending physician that 
he has had tuberculosis only a fey 
months, but has not been in good health 
since he had fluid drawn off his lungs 
several years before. Repeated instances 
of such statements have convinced the 
writer of the significance of pleurisy with 
effusion which is too often passed off as 
an acute infectious entity. This short 
paper is a plea to the profession to go 
farther into their effusion cases, assgo- 
ciating them more in the future with tu- 
berculosis. 


Symptometology 


The symptometology varies but in the 
average case the onset of pain in one 
side increasing in severity comes on 
suddenly without a prodromal period. 
There may be a hacking, non-productive 
cough. The temperature will soon climb 
up to 102, 103, or 104 degrees and may 
remain so with daily variations. Profuse 
sweating, both in the day time and at 
night, will accompany the variations in 
the temperature curve. The respiratory 
rate will increase as the effusion in- 
creases; if this becomes large enough to 
fill one hemithorax and encroaches on 
the opposite lung by pushing the medias- 
tinal contents over, the respiratory el- 
barrassment may increase to a_ severe 
(lyspnoea. The pulse rate will come up 
as the temperature rises and may become 
wlarmingly rapid with marked displace- 
ment and embarrassment of the heart. 
The symptoms may abate within a few 
days or they may continue in all their 
severity for many weeks. There are very 
few conditions that give us a more acutely 
ill-appearing patient in such a_ short 
length of time than does a severe pleurisy 
with effusion. 
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Physical Findings 


Any attending physician can elicit 
enough findings to diagnose a moderate- 
size effusion if he will take time to give 
the patient a fairly complete examina- 
tion, keeping in mind the symptoms 
present. Inspection will show a patient 
acutely ill nearly always lying on the 
affected side and having a rapid respi- 
ratory rate. If the patient is sitting up 
or lying on the back, limited expansion 
on the affected side will be noticed. 
Fremitus will be decreased over the ef- 
fusion and percussion varies from a 
slightly impaired note to flatness over 
the fluid. The breath sounds are distant 
to absent over the fluid proper but may 
be decidedly increased over the portion 
of the lung that remains functioning. 
During the examination ‘he patient 
should be sitting up if his condition will 
permit. In this position, the fluid will 
gravitate into the basal region and here 
will be found the most marked changes in 
physical findings. It is well and wise to 
compare the findings in one side to those 
in the other. Small effusions may be dif- 
ficult to diagnose; particularly is this 
so if the fluid is located in the right base 
posteriorly, but repeated examinations 
and observation should bring out a cor- 
rect diagnosis. In case of doubt, no harm 
is done by putting a small needle (about 
a 20 gauge) into the chest, even making 
several exploratory punctures in search 
of the fluid. 


Roentgenology 


Fluid collected in the pleural space 
retards the penetration of x-rays in direct 
proportion to the amount present. The 
patient should be standing or sitting, if 
at all possible. On the fluoroscopic screen 
or the x-ray film, the opaque shadow of 
the fluid will then be seen in the depen- 
dent portion of the chest unless extensive 
adhesions have previously formed. The 
hormally sharp, acute costo-phrenic angle 
will he obliterated or flattened out in the 


small effusion. As it increases in size, 
the fluid will run an elliptical course up 
the lateral chest wall towards the axilla 
and to a lesser degree up along the 
mediastinum. In a massive effusion, the 
involved side may be opaque all the way 
to the apex and encroach upon the op- 
posite side. Fluid within a closed pleura 
does not show a fluid level. When a fluid 
level is present, there is always air above 
the effusion; either it has gained access 
to the pleural space by coming in through 
the chest wall through a needle, as in 
aspiration, or there is a tear in the viseral 
pleura connecting the space with the 
bronchial tree. 


Differential Diagnosis 


Any patient who has a pleural effu- 
sion is most certainly due a careful and 
complete study by the attending physi- 
cian. The true etiological factor should 
be ascertained, as many years of the pa- 
tient’s future life may depend on a cor- 
rect diagnosis and proper treatment. The 
greater percentage of pleural effusions 
that come on suddenly are tuberculous 
in origin. Of course, effusions may fol- 
low acute chest conditions such as pnen- 
monia and influenza, but these respective 
entities forerunning the effusion should 
not be confused with simple tuberculous 
effusion. Injuries to the chest wall in- 
volving the pleura are frequently fol- 
lowed by a non-infectious effusion. Malig- 
naney of the chest, either primary or 
metastatic, may be accompanied by fluid. 
Here the age factor may be a lead; 
metastasis may be found in the opposite 
lung on the x-ray or located in other 
parts of the body. The fluid in a malig- 
nant effusion often has a reddish tinge, 
and red blood cells will be demonstrated. 
The fluid in a tuberculous effusion is 
straw colored when first formed and red 
blood cells are entirely absent. Severe 
cardiac decompensation may give small 
amounts of fluid in one or both pleural 
spaces, but here again pathognomonic 
signs and symptoms should easily dif- 
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ferentiate the two. Laboratory study of 
the fluid and animal inoculation are valu- 
able means of diagnosing. 


Treatment 


The major portion of patients with 
pleural effusion need no treatment other 
than bed rest and good hygienic care. 
The period of disability may be cut short 
by immobilizing the chest wall with ad- 
hesive or a binder during the acute stage 
of pain, putting the patient to bed and 
applying external heat. The ancient idea 
of removing fluid from the chest as soon 
aus it is discovered is yet entirely too pre- 
valent. This procedure is wrong in many 
causes and may lead to prolonged disa- 
bility and unnecessary complications. 
Unless the patient is showing symptoms 
of cardiac or respiratory embarrassment, 
running unduly septic symptoms or a 
long drawn out course, the fluid should 
be let alone. The formation of fluid in 
the pleural space is one of nature’s most 
efficient measures for alleviating acute 
pleuritic pain. It may often check or 
even arrest an underlying lung tubercu- 
losis by putting it to rest by compression. 
In nearly every case when the pleuritic 
pathology has cleared sufficiently, the 
fluid will be absorbed slowly and entirely 
disappear. Evidence of pleuritic thicken- 
ing may or may not remain. 

If it becomes necessary to remove the 
fluid, this should be done under the most 
useptic conditions. Closed aspiration with 
a moderate size needle by syringe or 
suction is the method of 
ceedingly large trocars should not be used 
as they traumatize the pleura enough to 
produce further fluid formation. Such 
traumatization is contra-indicated here 
as much as is any excessive injury to tis- 
sues during surgical procedures. Never 
should a rib be and drain in- 
serted for simple tuberculous serous ef- 
fusion for this will always lead to empye- 
ma. If the effusion is of tremendous 
volume and it is decided to remove a 


choice. 


resected 


large portion of it, it should be replaced 
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with about 50 per cent of air by volume. 
This will prevent excessive shift in the 
mediastinum which might lead to shock 
and cardiac failure. Repeated aspirations 
are not indicated unless the above-stated 
train of symptoms return after the first 
aspiration. Should there be definite tu. 
berculous involvement of any extent of 
the underlying lung, artificial pneumo. 
thorax should be instituted with the re. 
moval of the fluid and continued inde. 
finitely. 

If it is determined that the effusion js 
tuberculous in origin, the patient should 
have exactly the same orthodox. treat- 
ment for tuberculosis as any other tuber. 
culous patient. The clearing of the effu- 
sion and its accompanying symptoms 
does not mean that the patient is well, 
He should be told that he has tuberculo- 
sis and that he must have proper treat- 
ment over a long period of time—many 
months or even vears. This type of patient 
will do much better in a sanatorium where 
he can have close observation and at the 
same time receive the fundamental tuber- 
culous education so essential for his com- 
plete and lasting recovery. If he remains 
at home, the chances are that he will be 
over his acute symptoms, up and back at 
work within a few weeks, thus paving the 
way for extension and progress of his 
early tuberculosis, 


Resume 


By far the majority of pleurisy with 
effusion cases are tuberculous in origin. 
Any patient who has pleurisy severe 
enough to require strapping should be 
suspected of having active tuberculosis 
and treated as such. The treatment of 
effusion, per se, should be along conser 
vative and expectant lines unless symp- 
toms of prolonged toxemia, cardiac or 
respiratory embarrassment appear and 
then strictest asepsis and as little trauma 
as possible should be used in removing 
the fluid. Should there be a parenchymal 
lung lesion underlying the effusion as 


‘ ASHEVI LLE AMBLER HEIGHTS SANITARIUM 
A modern sanitarium fully equipped for the 
NORTH CAROLINA treatment of pulmonary tuberculosis 


Descriptive literature upon request 


he 66 The Land of the Sky = Edwina M. Richardson, R. N., Supt. 


ek ASHEVILLE NORTH CAROLINA 
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ed ZEPHYR HILL SANATORIUM 
ST. JOSEPH SANATORIUM 
rst For the treatment of tuberculosis and chronic 
diseases of the chest. (Conducted by the Sisters of Mercy) 
Fireproof, steam heat. All rooms have private 
of Gon J. W. Huston, M.D. sleeping porches with or connecting baths. 
n0- Mrs. W. I. Abernethy, R.N., Superintendent Graduate nurses in attendance. 
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ny Owned and operated by Mrs. Florence Barth 
nt Each room has a sleeping porch with southern exposure. Free automobile transportation to Town 
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m- HOLY CROSS SANATORIUM wnon Sectarian) In the Health Zone of the Nation 
ns A large, modern, privately owned, 250 bed Institution, comprising 500 acres, with Truck Garden, Poultry 
and Dairy Farms. Well balanced menus. 
be A “Home away from Home,” with each Room and Ward adjoining a private, airy sleeping porch. Also 
private rooms with bath. 
at A beautiful, restful Health Resort, with separate Units personally supervised, and having every Medical aid 
and wholesome entertainment. X-ray and Clinical Laboratory work, Artificial Pneumothorax, Heliotherapy and 
he Ultra Violet Ray. Competent medical and nursing staff. Radio, Microphone with ear-phone connections to each bed. 
| A Located in the Health Zone of the nation with ideal year-round climate. Altitude 4,330 feet. Water 99.99 per 
1S cent pure. RATES $15.00 to $22.50 A WEEK 
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An increasing number of medical men are routinely using 
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he in bronchitis, bronchial pneumonia, and certain other respiratory ills. 
B18 Fever usually subsides after the second or third injection—and sometimes after 
of the first. It is therefore a truly economical treatment. 

py Neo-Guisodide contains in the 20 cc ampule: sodium iodide 2.07 Gm., guaiacol, 
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shown by x-ray, artificial pneumothorax 
should be instituted at once since delay 
will give time enough for extensive pleu- 
ritic adhesions to form, thus forever re- 
moving the patient’s chance of taking it. 
If more time can be spent in examining 
our patients, fewer cases of effusion will 
be missed or called pneumonia, influenza 
and the like, and fewer patients will be 
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developing advanced tuberculosis “gyq. 
denly” several years after such attacks 
Pleurisy with effusion may be the ear}. 
iest symptom set up by our patients’ na. 
tural immunilogical forees, and we as 
physicians should be ever listening and 
watching for every early symptom of tu. 
berculosis, if we are to help in completely 
controlling the Great White Plague. 


The Home Treatment and Management of Tuberculosis—(Continued from page 19). 


tion and that is one of therapeutic value: 
the patient learns to meet people again, 
to change his line of work if need be, and, 
more important, to regain confidence in 
himself. 

Sometimes a patient during this stage, 
and for the same reason, is taken into 
the doctor’s office. He is taught to do 
simple laboratory processes, how to shar- 
pen needles, sterilize pneumothorax out- 
fits and even to act as chauffeur. Here, 
however, a small salary is paid. 

The doctor’s job is only half done if 
he does not stress the necessity of close 
follow-up through this period of working 
back into a normal life. Even then his 


work is not finished, for the semi-yearly 
and yearly x-rays and check-up must go 
on and on. 

There is nothing more satisfactory and 
yet at times more trying in the practice 
of medicine than to see the tuberculons 
individual recover and stay well year 
after year. If one sees an arrested case 
break it is to be believed, barring certain 
accidents, that the individual did not 
“cure” long enough the first time or his 
medical adviser failed him in not teach- 
ing him, and pounding it in, that the 
first stage of recovery is only the first 
and no more important than the transi- 
tion and complete recovery phases. 


Stone Walls do not a Prison Make Nor Iron Bars a Cage 


Winter is a jailer who shuts us all in 
from the fullest vitamin TD value of sun- 
light. The baby hecomes virtually a pris- 
oner, in several senses: First of all, me- 
teorologic observations prove that win- 
ter sunshine in most sections of the 
country averages 10 to 50 per cent less 
than summer sunshine. Secondly, the 
quality of the available sunshine is in- 
ferior due to the shorter distance of the 
sun from the earth altering the angle of 
the sun’s rays. Again, the hour of the 
day has an important bearing: At 8:30 
A. M. there is an average loss of over 31 
per cent, and at 3:30 P. M., over 21 
per cent, 

Furthermore, at this season, the mother 
is likely to bundle her baby to keep it 
warm, shutting out the sun from Baby’s 
skin; and in turning the carriage away 
from the wind, she may also turn the 


child’s face away from the sun. 

Moreover, as Dr. Alfred F. Hess has 
pointed out, “it has never been deter- 
mined whether the skin of individuals 
varies in its content of ergosterol” (syn- 
thesized by the sun’s rays into vitamin 
ID) “or, again, whether, this factor is 
equally distributed throughout the sur 
face of the body.” 

While neither Mead’s Oleum Percon- 
orphum nor Mead’s Cod Liver Oil Forti- 
fied With Percomorph Liver Oil consti: 
tutes a substitute for sunshine, they do 
offer an effective, controllable supple 
ment especially important because the 
only natural foodstuff that contains ap- 
preciable quantities of vitamin D is egg- 
volk. Unlike winter sunshine, the vitamin 
I) value of Mead’s antiricketic products 
does not vary from day to day or from 
hour to hour. 


The reader above is an advertisement of Mead-Johnson and Company and in no way reflects 
the beliefs or policies of this journal or any member on its staff. 
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GRACE LUTHERAN SANATORIUM 
Owned and Operated by For Treatment of Tuberculosis A high class institution 
The American Lutheran Church SAN ANTONIO, TEXAS Rates very moderate 
For patients irrespective of a n 
denomination or creed Address: Paul F. Hein, D.D., Supt. ccommodations excellent 


+ 


SUNMOUNT SANATORIUM 


Known for over a quarter of a century for its comfortable accommodations, its excellent table, 
its views and interesting surroundings and its climatic advantages. ‘ 


PORTLAND OPEN AIR SANATORIUM 


MILWAUKIE, OREGON 


A thoroughly equipped institution for the modern medical and surgical 
treatment of tuberculosis. An especially constructed unit for thoracic 
surgery. The most recent advances in pneumolysis applied to those 
eases demanding this branch of intrathoracic surgery. 


MODERATE RATES 
Descriptive Booklet on Request 


Ralph C. Matson, M.D., and Marr Bisaillon, M.D. 
1004 Stevens Building Portland, Oregon 


: 


| 


Medical Directors: } 


A modern and thoroughly-equipped institution Medical equipment is complete, with every- 
for the treatment of all forms of tuberculosis. thing used in the present day methods of diagno- 
Beautiful accommodations for patients, includ- sis and treatment. 
ing private suites with glass-enclosed sun parlors. A home-like atmosphere is obtained at all times. 


Chest Clinic and Out-Patient Department, 1018 Mills Building 


HENDRICKS-LAWS SANATORIUM 


EL PASO, TEXAS 
CHAS. M. HENDRICKS and JAS. W. LAWS, Medical Directors 
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Rest Therapy in Pulmonary Tuberculosis—(Continued from page 10). 


Bed-rest frequently makes effective a 
partial pneumothorax which is ineffee- 
tive if the patient is mobile. 

Pneumolysis will allow a more complete 
collapse, but frequently the adhesion that 
holds the cavity open is so located that 


Active, aggressive treatment of the ty. 
berculous has shortened the term of 
disability and made recovery more cep. 
tain. Surgical adjuncts have made yp. 
covery possible for many who could pot 
have survived by bed-rest unaided. Hoy. 


, tuberculosis cannot be regarded as 
me ely a mechanical problem; a cavity to 
he closed or an affected area of lung to 
be shut off; but rather a disease which 
has produced for long periods of time 
systemic alterations that require both 
time and rest of the body as a whole, as 
well as rest of the affected area, for the 
restoration of normal functions. 


it cannot be reached. ever 

Thorocoplasty should be done if the 
pneumothorax is not effective, but no 
thorocoplasty accomplishes as complete 
a lung collapse as a good pneumothorax. 

The post-operative treatment, 
ine of strict bed-rest, is necessary until 


consist- 


fibrosis permanently closes the cavitated 
otherwise a splendid thorocoplasty 
may be rendered useless by the respira- 
tory movements pumping in sufficient air 
to reopen the cavity. 


wreas 
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INTRAVENOUS THERAPY 


| PULMONA RY CONDITIONS 
t The field of therapeutic application of intravenous 
. medication has yet to be explored. 


LOESER’S INTRAVENOUS SOLUTIONS 


; afford physicians an opportunity to test out the value of well established 
remedies by a more modern and scientific method. The unerring ac- 
curacy of composition and uniformity of Loeser solutions furnish a 
means of safe and exact determination of therapeutic value. 


WE Offer :— 


GUAIACOL 0.2 gm. and Jodine 45 Mg. in 20 c.c. 

GUAIACALX Guaiacol 4 Gm. and Calcium 90 Mg. in 20 c.c. 

CALCIUM CHLORIDE .25 Gm. in 5 c.c.—5% in 10 c.c. and 10% in 10 c.c. 

CALCIUM GLUCONATE 10% in 10 c.c.—10% in 5 ccc. 

CALCIUM GUAIACOL Sulphonate .66 Gm. in 20 c.c. 

SODIUM IODIDE 2 Gm. Guaiacol 0.2 Gm. in 20 c.c. 

HEMATONIC: Iron and Arsenic 64 Mg. Colloidal Iron Cacodylate 5 c.c. 
LITERATURE AND COMPLETE LIST ON REQUEST 


LOESER LABORATORY 
23 West 26th St. New York City. 
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SPRINGFIELD 


Palmer Sanatorium 


A Private Sanatorium of the Highest Class. Very moderate inclusive rates with no extra charges. 
Fully approved by the American College of Surgeons. Unusual refinements of service. New and 
modern buildings and equipment. 

A CONVALESCENT SECTION for non-tuberculous convalescents. 


Circulars on request: Dr. George Thomas Palmer, Medical Director. 


a non-profitmaking Chicago Fresh Air Hospital 


institution for 
institu HOWARD STREET AT WESTERN AVENUE 


diseases of 
heart and where correct care cures 
lungs Rates from $2.00 Herbert \WW. Gray, M. D............Medical Director 


ST. LUKE’S HOME 


A HOSPITAL FOR THE ACTIVE TREATMENT OF TUBERCULOSIS 
Phoenix, Arizona, altitude 1100 feet—October to June 
Prescott, Arizona, altitude 5300 feet—June to October. 
An unusually favorable climatic arrangement. 


SOUTHERN SIERRAS SANATORIUM 


BANNING, CALIFORNIA 


Location, near but not directly on the desert 
(altitude 2,400) combines best elements of desert 
and mountain climates. ...A sustained reputation 
for satisfaction, both among physicians and 
patients. . . .Send your next patient here, and 
you may be assured of his receiving maximum 
benetit, and of his full gratitude. 


C. E. Atkinson, M.D........... fea Medical Director 


MARYKNOLL SANATORIUM 


° 
| MONROVIA (Maryknoll Sisters) CALIFORNIA ( 
> A sanatorium for the treatment of tuberculosis and other diseases of the lungs. Located in the o 
| foothills of the Sierra Madre Mountains. Southern exposure. Accommodations are private, mod- (| 
$ ern and comfortable. General care of patient is conducive to mental and physical well being. 6 
Sister Mary Edward, Superintendent E. W. Hayes, M.D., Medical Director 


ST. VINCENT SANATORIUM sacl 


Information TUBERCULOSIS IN ALL FORMS Conducted by 
and Rates Robert O. Brown, M. D. SISTERS OF 
on Request Medical Director CHARITY 


THIRTY-FIVE YEARS OF UNRIVALED SERVICE FOR THE SICK HAVE MADE 


St. Joseph Sanatorium and Hospital 


ALBUQUERQUE, NEW MEXICO 


The Most Beloved and Famous Institution of the Southwest 
A 200 K.V.P. SHOCK-PROOF DEEP THERAPY MACHINE HAS RECENTLY BEEN INSTALLED 
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CASE REPORT 


Came to see me in 
March, 1923. She complained of a cough 
of several months duration and 
She was a well nourished girl, weighing 
160 pounds, and worked as a hotel maid. 
She was of average height. Physical ex- 
amination showed fine moist rales after 
cough in the right infra-clavicular region. 
Her temperature was LO4 degrees; pulse, 
120. T put her to bed at once, however, 


Rosi M., age 16. 


she did not improve and six weeks later 
she had a hemorrage. | compressed her 
lung with wonderful results. The bleeding 
amd the temperature 
came down to normal, after a few injec- 
tions of air. | compressed the whole right 
lung at first. 

After a vears time, T let the lower lobe 
out. T kept up the compression for five 


stopped at once 


vears, at which time, T allowed the lung 
to re-expand. On doing so, she had re- 
turn of the cough and sputum and moist 
the upper put the 
lobe down again. And the cavity that had 
formed before gas was begun wes closed 
again. This girl was able to work afier 
had taken air for four months. 
She worked steadily, with no time off, 
except for an occasional cold. 


rales over lobe so | 


she 


At this time, she married and was con- 
fined and a healthy child 
eighteen months later. She had no trouble 


delivered of 


fever. 


during pregnancy. She took her gas re. 
gularly; her weight has steadily increased 
(it is 190 pounds now) ; she has never had 
any complications develop, or any fluid 
at all. She comes in for gas every six 
weeks, 

I have to use a four inch needle, as 
her chest wall is very thick; and T have 
to go all the way up in the axilla. T give 
her about 150 cc. with a balanced pres. 
sure reading. At present, she has a cap 
of air over the apex. This keeps. the 
cavity closed. 

This was a case of tuberculous pnen- 
monia and IT should have compressed her 
lung when I first saw her. Then she would 
not have developed a cavity and the com- 
pression would not have had to be kept 
up but for two or three years and she 
would have heen a well woman. In intend 
to keep up the pneumothorax as long as 
I can. She that way. Should 
trouble develop after it is stopped, she 


is’ Sater 


can have a first stage thoracoplasty. 
We have been fortunate to have heen 
whle to keep up this collapse, as the pa- 
tient les never heen very cooperative, 
showing up for air whenever she felt like 
it, A basal metabolism test was made he: 


cause of her obesity. It was negative. 


Mp. 


Reading time of papers in Diseases of the Chest, 5 to 15 minutes. 


Southwestern 


ALBUQUERQUE, 
NEW MEXICO 


Presbyterian Sanatorium 


A well-equipped Sanatorium in the Heart of the 


Well Country. 


Write For Information and Rates. 
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The Pottenger Sanatorium aid Clinic 


For the diagnosis and treatment of diseases of the lungs and pleura; 


Write for particulars asthma and other allergic diseases; asthenics and others who require 
re. rest and supervised medical care . . . . An ideal all-year location. 
THE POTTENGER The grounds surrounding the Sanatorium are beautifully parked and 
Set add much to the contentment and happiness of patients. 
SANATORIUM 
Close medical supervision. Rates reasonable. 
nid AND CLINIC 
F. M. Pottenger, M.D. _.. ..Medical Director 
six MONROVIA, CALIFORNIA J. E. Pottenger, M.D. . ~ Asst. Medical Director and Chief of Laboratory 
Leroy T. Petersen, M.D. Asst. Physician and Roentgenologist 
F. M. Pottenger, Jr., M.D. _...... Asst. Physician 
as & 
ave 


cap McCONNELSVILLE, OHIO 


the For the Medical and Surgical 
Treatment of Tuberculosis 
DR. LOUIS MARK, Medica! Director 
677 N. High St., Columbus, O. 


ul. A. PHILLIPS DR. D. G. RALSTON 
Superintendent Resident Med. Director 


DR. A. A. TOMBAUGH 
Resident Physician 


~ | TROCKY GLEN SANATORIUM 


her 
uld 
she 


Graduate Nurses 


al Beautiful Surroundings Reasonable Rates 
as 
she 
BARFIELD SANATORIUM 
pa- In the Delightful Sunshine of Tucson, Arizona 
like | 
he | LXCELLENT ACCOMMODATIONS 

| Kani BARFIELD a SAMUEL H. Warson, M.D. 
I). _ Managing Owner s Medical Director 


= METHODIST SANATORIUM 


ALBUQUERQUE, NEW MEXICO 


A modern sanatorium for the Tuberculous — Four large modern well-equipped buildings and fifty cot- 
tages surrounded by beautiful lawns and trees— Open to all physicians— Rates $50.00 to $75.00 per 
month — medical care extra. 

MRS. MINNIE G. GORRELL, Superintendent 


<1] YON ORMY COTTAGE SANATORIUM 


VON ORMY, TEXAS An institution designed for the proper treatment of tuberculosis 
patients at moderate rates. Beautifully located on the Medina River 

FRANK C. COOL....... President near San Antonio, Texas. Splendid all year ‘round climate. Our 
R. G. McCORKLE. M.D.. Med. Dir. own dairy and egg supply. Artificial pneumothorax used where 

» ° indicated. Hopeless last stage cases not admitted. Weekly rates 


W. R. GASTON......... Manager $15.00, $17.50, and $22.50. For booklet please write the manager. 
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The Treatment of Bronchial Asthma by Intratracheal Injections of Ilodized Oil— (Continued from page 16). 


died. Three cases were lobar pneumonia 
in elderly persons; they recovered. The 
Roentgen ray examinations of the seven 
patients who recovered showed mueh oil 
in both lungs. Treatment was continued 
in four of them for months without re- 
currence of pneumonia, 

There were no cases of edema, pleurisy, 
emphysema, or lung abscess following 
treatment, nor any evidence of infection 
having been carried into the lings by the 
oil. 

One death has been reported following 
the injection of twenty c.c. of iodized oi] 
due to the patient’s sensitiveness to if. 
In the patients treated none were hyper- 
sensitive to the oil. 


Summary of Treatment and Results 


NUMBER OF CASES TREATED_— 


Group I, 
tions such as hypertrophic emphysema, 
phneumonoconiosis, healed 
chronic laryngitis and tracheitis with ex- 
treme sensitivity of the bronchi in which 
this treatment has proved of tlo value _60 


Group Lf. 


conditions specified__ 


Cases complicated by condi- 


tuberculosis, 


Cases not complicated with 
200 


(a) Completely relieved from one to 
eight vears—180. 

The average age was 30 vears; mini- 
and 
duration of illmess was 12 vears; mini- 


mum—4t months, and 


es 
i2. The average 


vears, The average time under treatment 
was 10 months: minimum—> months, and 
inaximum—34 months. 

(b) No satisfactory relief after at 
least six months’ treatment—20. 

The average age was 37 vears: mini- 
mum—14, and maximum—72. The aver- 
age duration of illness was 11 vears; mini- 


mum—1l, and maximum 39. The average 
time under treatment was 12's months: 
minimum 5 months, maximum 33 months. 
The average number of treatments was 


17; minimum—6, and maximum—39, 


Conclusions 


1. A relation exists between the pres. 
ence of the pathologic secretion in the 
bronchial tubes and_ the 
paroxysm., 

2. The relief which follows the remoya] 
of the pathologic secretion indicates a re- 
tention of some irritant in the tubes which 
is contributory to the asthmatic paro- 
XVsm. 

3. Patients treated by intratracheal in- 
jections of iodized oil for bronchial asth- 
ma lost their clinical sensitiveness to 
former irritants. 

4. Ninety per cent of the patients in 
whom asthma was uncomplicated by the 
conditions specified have been completely 
relieved by this method for a considerable 
length of time. 

+. The treatment is a safe procedure 
and produces neither immediate nor re- 
mote damage to the lungs. 


asthmatie 
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SEATTLE 


FREDERICK SLYFIELD, M.D. 


LAUREL BEACH SANATORIUM 


(On the Salt Water Beach) 
A private sanatorium fully equipped for the modern treatment of Chest Diseases. .. . X-Ray, Fluoroscope, 
Pneumothorax, Phrenectomy and Thoracoplasty....Special diets when required; private and semi-private 
rooms. Rates: From $25.00 per week up. including medical care. 
JOHN E. NELSON, M.D. 


WASHINGTON 


RAYMOND E. TENNANT, M.D. 
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